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echanical valvular prostheses have the advantage of long-lived duration. Most
common reasons for failure are thrombosis or pannus, which can lead to a block-
ade of the valve. Thrombotic complications are most common early postopera-
tively, whereas pannus occurs later, especially in bileaflet valves in the aortic
position. We report a case in which a bileaflet mechanical valve in the aortic position failed
owing to early pannus formation that led to a reoperation.
Clinical Summary
In February 2007, we performed an aortic valve replacement with a bileaflet mechanical valve
prosthesis in a 53-year-old woman with severe aortic valve stenosis. The patient had already
received a mechanical bileaflet mitral valve prosthesis because of mitral valve stenosis caused
by rheumatic fever in 1987. This valve was functioning well. The cardiovascular risk profile
showed no further factors other than hypertension. Because of the small build of the patient,
it was possible to implant only a 19-mm St Jude Medical bileaflet mechanical valve (St Jude
Medical, Inc, St Paul, Minn). This valve was efficient because of the small body surface of
the patient (1.52 m2). We used a noneverting interrupted suture technique for implanting the
valve. The early postoperative course was uneventful and the echocardiographic postoperative
evaluation showed that both the aortic and mitral valve prostheses were working properly. The
patient was discharged to her home in a good condition.
She was readmitted to our center because of severe dyspnea and reduced exercise capacity in
August 2007. Echocardiography now showed a blockade of one of the leaflets of themechanical
aortic valve prosthesis, with a high transprosthetic gradient (maximal gradient 98 mmHg, mean
gradient 66 mm Hg; Figure 1), which was confirmed on fluoroscopy (Data Supplement Movie
E1) and 64-slice spiral computed tomography (Data Supplement Movie E2). The mitral valve
prosthesis still was properly working. Therefore, reoperation was performed. Intraoperatively,
the reason for the failure of the valve was found to be pannus formation, which led to a blockade
of one of the leaflets (Figure 2). The pannus was dissected, and after cleaning and testing of the
leaflets, the prosthesis was functioning normally. The postoperative echocardiographic exam-
ination also showed normal prosthetic function, so that the patient was discharged to her
home again. Histologic findings confirmed macroscopic suspicion of pannus formation with
cellular connective tissue. There was no endocarditis or malignancy.
Discussion
The most common complication of mechanical heart valves are thrombus or pannus formation,
with the latter usually seen late after surgery.1 These complications are infrequent but serious.
The incidence of pannus formation in prosthetic heart valves in the aortic position is described
as between 0.1% and 0.6% per patient per year,1-4 and in all cases this occurs at long-term fol-
low-up. The reason for pannus formation is supposed to be a healing reaction of the endocar-
dium,4 although a history of rheumatic fever is also discussed as a risk factor.1
In our case, there are two uncommon circumstances: (1) the early development of pannus
formation and (2) its development at the aortic valve prosthesis rather than at the mitral valve
mechanical prosthesis, which had been in place much longer. The reason could be the small sizeThe Journal of Thoracic and Cardiovascular Surgery c Volume 136, Number 1 213
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small amount of thrombus, whereas the bigger diameter of the mitral
valve prosthesis protected it from pannus formation blockade.
In conclusion, prosthetic valve dysfunction in the aortic position
resulting from pannus formation 6 months after surgery is very un-
common but is possible in patients with a small heart valve prosthe-
sis and a history of rheumatic fever.
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